Do psychological studies upset patients?
Sir, The diagnosis and treatment of cancer has a major psychological impact on a patient's life, creating serious psychosocial as well as medical problems. These problems are often difficult to identify or quantify in the traditional doctor-directed consultation, but psychologists and psychiatrists have developed an impressive variety of tests which permit an objective assessment of psychiatric morbidity and quality of life in malignant disease. Some clinicians nevertheless feel that the psychosocial area is not really part of their job, whilst others worry that closer examination of a patient's emotional feelings might open a Pandora's box of problems with which the clinician is then ill-equipped to deal. Doctors are often reluctant to permit psychological studies on the grounds that such research will upset their patients. There are no empirical data that allow this view to go unchallenged.
We recently conducted a small survey of the acceptability of two self-assessment questionnaires, the Hospital Anxiety & Depression Scale (HAD)! and the Rotterdam Symptom Checklist (RSCL)2, and a semi-structured psychiatric interview, the Present State Examination (PSE)3. We used all 3 tests to determine psychiatric morbidity in patients with early breast cancer. One hundred and eight patients participating in the CRC Breast Conservation trial were sent letters inviting them to fill in the attached questionnaire. We stressed the importance of patients feeling free to give honest replies as we needed such feedback for future studies.
The response to our letter was high; we received 102 completed questionnaires. Four patients did not reply (one of whom has emigrated) and 2 patients had died, but the daughter-in-law of one and the son of the other both wrote letters saying that to their knowledge their mothers had welcomed an opportunity to be part of the study.
Of the remaining 102 patients, only one, a Greek Cypriot with very poor English, said she would not Journal ofthe RoyalSociety of Medicine Volume80 January 1987 59 agree to participate in such a project again, although she indicated that the interview had been helpful. Three women found the interview emotionally upsetting, but nevertheless helpful. Two patients found the questionnaires difficult to understand and one found some questions embarrassing. There were no other negative findings. The overwhelming majority of patients found neither the questionnaires nor the interview embarrassing, too personal, an invasion of their privacy or a distressing experience. One hundred would agree to participate in such a study again and many wrote lengthy comments about the cathartic release or insight that the exercise had given them, as these typical quotes reveal:
'After mymastectomy,{found that most peoplewere reluctant to talk or discuss it. Therefore,I really lookedforward to your visits and they helped me to cometo terms with the awful loss. I shall look forward to hearing from you in the years ahead if needed. ' 'I think the project an excellent idea and feel privileged to have been part of it. It gave me the feeling of being "cared for" after the operation. If I can ever help with this study again, I wouldbe most happy to do so.' 'I was encouraged by my surgeon to join this research project and though at first I was rather apprehensive about a visit from a psychologistI soon felt happy about the visit. At least 1 hoped something useful could come out of the interview which wouldhelp somebody else, but I found that talking about how 1 was feeling helped me too. Thank you for all you do.'
This psychological study was clearly viewed by many patients as a helpful extension to their treatment. Research in this area has a therapeutic effect on the cancer patient, who often has few other opportunities to express the emotional traumas that she is experiencing. We hope that this short report might allay the fears of doctors who are approached by researchers wishing to gain access to patients for psychological studies. LESLEY Many studies have shown that an assessment of diet by recall, even of what is consumed in the previous few days, gives results that are unreliable as measures of habitual nutrient intake. It is difficult to accept that they become reliable when the interval between what is eaten and what is remembered is as much as one year.
Moreover, the intake of the nutrient specifically considered, vitamin A, varies considerably from day to day, and varies more than the intake of any other nutrient except vitamin D. One of our own early studies", in which trained individuals weighed or measured every item they consumed during 4 weeks, showed that within this period the total intake of vitamin A could be five times as much in one week as in another week. This is because the richest sources are liver and carrots, neither of which is commonly eaten every day.
It is over-optimistic, therefore, to expect that the figures produced by the authors can be depended upon to detect real differences in habitual nutrient intake, especially intake of vitamin A, even when they are calculated, as the authors have done, in such a way as to suggest a precision extending to 4 significant figures, that is, better than 1 in 1000. Sir, We are very conscious of the inaccuracies involved in dietary recall as a method of measuring nutrient intake, and apologise if we did not make that completely clear in our discussion. When the study was initiated we were more interested in cholesterol, but thought it interesting to try and analyse by dietary recall differences between our control group and those patients with early cancer of the colon. The fact that from the analysis we undertook, only vitamin A and retinol showed significant differences -and then only in the females -was in our opinion worth reporting, and we feel worthy of further study before dismissing these findings. GERALD H TOMKIN
JOHN YUDKIN Emeritus Professor of Nutrition University of London

Consultant Physician Adelaide Hospital. Dublin
Compartmental syndrome diagnosis Sir, The case report 'Compartmental syndrome diagnosed by computed tomography' by Jensen and Olsen (May 1986JRSM, p 300) contains several omissions, and some statements which require comment:
(1) The patient was on anticoagulant treatment at the time of the admission in question. Was this adequate? What was the prothrombin time? Was it in excess of the therapeutic range, perhaps accounting for the spontaneous leg haemorrhage? Without these details it is not possible to understand the clinical picture and to assess the indications for the change to heparin therapy.
(2) No mention is made of ankle pulses. Although these may be normal in the presence of compromised muscle, the pulses may also become diminished and disappear, giving a good indication of a progressive increase in compartmental pressure.
(3) I believe the authors have failed to mention two important and quite common additional causes of compartmental syndrome:
(a) The reactive hyperaemia and oedema following successful emergency arterial reconstruction after trauma; this complication becomes more likely with increasing time interval between traumatic interruption of the arterial circulation and its restoration. It has led some authors to advise that prophylactic fasciotomy should always be considered, and often performed in this situation':", (b) Compression of a limb by the body with the patient in coma due to drug overdosage or other causes of prolonged loss of consciousness", In all these situations prophylactic elevation may help".
(4) The authors mention intramuscular pressure measurements in the last sentence. It has been suggested that this is a reliable diagnostic method, but I believe there is so far not enough published to be able to assess definite pressure values below/above which it is safe/unsafe to wait before performing a fasciotomy S• I believe the authors have shown that at a fairly late stage of compartmental compression syndrome, CAT scan is useful in the diagnosis. Every effort must be made to make this diagnosis at an earlier stage to prevent necrosis and permanent nerve damage.
ADOLF SINGER
Flushing, New York. USA
*The authors reply below:
Sir, We appreciate the comments of Dr Singer and welcome the opportunity to comment. The clinical picture is actually difficult to understand. Since the first episode of a deep thrombosis, the patient had been anticoagulated and on each of the following admissions the prothrombin time was in the therapeutic range. In spite of this he had another deep vein thrombosis, and again the diagnosis was established by phlebography. The symptoms subsided promptly following intravenous heparin therapy and therefore this therapy was started immediately on the third admission. However, this time phlebography revealed neither occlusions nor irregularities of the vessel walls. Thus a tempting speculation, i.e. that the previous phlebographies might have revealed anatomical variants, can be ruled out. The ankle pulses were normal all the time, including immediately prior to the fasciotomy, and this finding was in fact the main reason for the delay in diagnosis.
Dr Singer has correctly mentioned two additional causes of compartmental syndrome. We do not intend to list all the various causes, but can refer to an excellent review", and the problems of prophylactic fasciotomy have been discussed previouslyv",
We agree with Dr Singer that a 'critical' tissue pressure probably does not exist. However, different authors have suggested that fasciotomy should be
